dicarboxylic aciduria, and the presence of hexanoylglycine and suberylglycine was confirmed by gas chromatography-mass spectrometry. He had appreciable reduction in free and total plasma carnitine concentrations (both less than 10 ,imol/l) and excreted phenyl propionyl glycine after a phenyl propionate load. MCAD deficiency was confirmed by a reduced activity of 1-'4C-octanoate oxidation (0-68 nmol carbon dioxide (CO2)/hour/mg protein; controls 2-1-3 6 nmol C02/hour/mg protein) in cultured skin fibroblasts (G Besley, Royal Hospital for Sick Children, Edinburgh). He was discharged on treatment with phenobarbitone but despite therapeutic concentrations he continued to have fits of short duration. The family was given instructions about a high carbohydrate, low fat diet and a detailed plan about his management during any intercurrent illness.
At the age of 18 months he was found one morning convulsing in bed, no abnormality was found on admission, and he was allowed home. Two days later he became mildly unwell, vomited once, and was given several high carbohydrate drinks. He recovered during the day only to be found dead the next morning. On postmortem examination no abnormality was found. In particular frozen sections of the liver were stained for oil red 0 and showed only slight fatty change and not the panlobular steatosis that has been described. This study was organised to ensure that proposed training courses would be tailored to local need, but the results may also reflect the needs of general practitioners nationally.
Methods
A questionnaire was sent to all Hackney general practitioners inquiring about the plans for child health surveillance services, and to discover their perceived training needs.
In Hackney, developmental checks are normally done at 6 weeks and 15 months of age by a doctor (general practitioner or community medical officer), and at 8 months and 2-5 years by a health visitor. The general practitioners were asked whether their practice provided all these preschool checks and were considered to do so whether health visitor checks were done at the surgery or a local health centre.
The doctors were asked about their qualifications, training, and experience and whether they 'felt confident' or would 'welcome further training' in 19 relevant topics.
Reminders were sent after one month and non-responders were contacted by telephone to determine whether they intended to provide child health surveillance. (see table 2 ).
PERCEIVED TRAINING NEEDS
The doctors were asked whether they wanted further training in all the topics and whether this should be theoretical, practical, or both. The perceived training needs are shown in the figure as responders who wanted further training in each subject. It was interesting that the perceived training needs of doctors who had first hand experience of child health surveillance were very similar to those who had not. Follow up of premature babies and mental handicap featured high in the list of training needs, as did the social development and behavioural problems of children. General practitioners wanted to learn more about child abuse but felt that they needed practical experience. They particularily requested practical training for speech and hearing assessment, and for the milestone checks of older preschool children. Paediatric orthopaedics and dental health promotion also stood out as gaps in knowledge. There was, however, relative confidence with regard to immunisations, 6 week checks, heart murmurs, and other medical and surgical problems, which were perhaps well covered by vocational training.
Discussion
This study was done in a deprived inner city area where previous training and experience in paediatric surveillance has been low compared with other parts of the country.6 The high response rate suggests enthusiasm towards child health surveillance and an eagerness for appropriate training. General practitioners were fairly clear about the areas in which they wanted more training and opinion tended to be consistent. As general practitioners perform more paediatric surveillance the health authority role may change, with training and advice for general practitioners becoming as important as providing clinical services. While theoretical courses can readily be tailored to address gaps in knowledge, the high demand for practical training has implications for community services. Speech therapy and audiology departments, district handicap teams, child guidance and social services could all provide training on an individual or small group basis.
The fact that so many doctors gain their experience of child health surveillance within general practice suggests that the training role of these general practice clinics should be recognised and enhanced. This could be achieved through regular support from senior community paediatricians, perhaps visiting and contributing to after clinic meetings. The key to a successful child health programme lies in the relationship between doctors, health visitors, and others in the community health services. Multidisciplinary refresher training is one way to strengthen these links at the grass roots but such courses must address specific needs. Although this survey provides information about the topics general practitioners would wish to cover, it would be helpful to have the same information from the other professionals.
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